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VideoGIEjejunum. The surface of the tumor had an erosion with a
red color sign. EUS during DBE revealed a hypoechoic
mass originating from the second and third layers. Because
the lesion was thought to be responsible for the bleeding,
it was treated. Given its submucosal location, we attemp-
ted endoscopic mucosal resection (EMR). The lesion was
fully elevated by submucosal injection and then removed
with electrocautery (Fig. 1). No adverse events were
observed (Video 1, available online at www.giejournal.
org). Histopathologic examination revealed lymphangioma
with complete resection. This case demonstrates that EMR
can be an option for management of small SMTs in the
small bowel.DISCLOSURE
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http://dx.doi.org/10.1016/j.gie.2014.11.024Preclipping ﬁxation EMR to achieve sufﬁcient surgical margin and
negative resectiong ﬁxation EMR and conventional EMR.A 55-year-oldman underwent 3-point pre-clipping around
a 15-mm ascending colon polyp and conventional EMR for a
12-mm transverse colon polyp. Because magniﬁed narrow-band imaging revealed a slight irregular microvascular
pattern at the center depressed area, this ascending colon
polyp might have contained a malignant part with high risk
for slight submucosal invasion (Fig. 1A) (Video 1, available
online at www.giejournal.org). Preclipping to reach the
muscular layer was performed (Fig. 1B), and 4 mL of saline
solution was injected to ensure ample gripping (Fig. 1C).
EUS to measure the distance of the bulging showed an
11.3-mm vertical bulging (Video 1). An ample safety margin
allowing for easy and safe snare strangulation wasolume 81, No. 4 : 2015 GASTROINTESTINAL ENDOSCOPY 1025
VideoGIEsubsequently obtained (Fig. 1D). The transverse colon polyp
was treated with conventional EMR (Fig. 1E). As local injec-
tion spread in the horizontal direction, EUS showed only
5.1 mm of bulging; the snaring was poorly performed with
an inadequate safety margin and resulted in polyp contact
(Fig. 1F). Placing the preclipping ﬁxation before the local
injection made it possible to create a more vertical mucosal
bulging that enabled resection with an ample safety margin
and minimal slippage without thermal denaturation.
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and Neurology, Faculty of Medicine, Kagawa University,Figure 1. A, Necrotic tissue in the cavity into which Endo-SPONGEs were intr
tissue has ﬁlled the cavity, causing it to close up.
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http://dx.doi.org/10.1016/j.gie.2014.10.022Abdominal necrotic abscess from colonic ﬁstula treated
endoscopicallyoduced. B, After treatment, the necrosis has disappeared and granulationA patient underwent a partial colectomy for sigmoid
diverticulitis, which was complicated by a colorectal
anastomotic leaking ﬁstula in communication with the
ileum and an abdominal abscess, which induced a
colonic ﬁstula. A Redon’s drainage and a jejunostomy
diversion were performed. Nevertheless, the clinical
condition of the patient had deteriorated to such anextent that the surgeons decided to drain and wash
the abdominal cavity by laparotomy. It was impossible
for the surgeons to reach the anastomotic ﬁstula and
the peritoneal abscess because of extensive adhesions.
With a gastroscope (Olympus, H180, Tokyo, Japan) in-
serted through the colorectal anastomosis leakage local-
ized 7 cm from the pectineal line, we explored the ileal
ﬁstula and the peritoneal abscess through a colonic ﬁs-
tula 13 cm from the pectineal line. We introduced an
Endo-SPONGE (B. Braun Melsungen AG, Melsungen,
Germany) into the ileal ﬁstula, and 2 EndoSPONGEs,
then 1 Endo-SPONGE, into the necrotic cavity with a
size of 17 cm (Fig. 1A).
The Endo-SPONGE is a polyurethane sponge intowhich a
drainage tube is inserted. The tube is connected to a low-www.giejournal.org
